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cation of gallstone disease in 90% of cases and rarely by
penetrating peptic ulcer, trauma, prior surgery, or
neoplasm. Tuberculosis can affect abdominal organs and
the hepatobiliary system; however, development of tuber-
culous choledochoduodenal fistula is rare and only a few
cases have been reported.1 In our case, tuberculous chol-
edochoduodenal fistula was associated with extrahepatic
portal vein obstruction, which is a rare association.
A 16-year-old female presented with a history of three
episodes of hemetemesis and malena with an abdominal
lump in the left upper quadrant for the last 6months and low-
grade fever with weight loss for 3 months. On general ex-
amination, pallor, and icterus were detected. Abdominal
examination revealed massive splenomegaly with no hepa-
tomegaly. Laboratory investigations revealed serum bili-
rubin 6.5 mg/dL [reference range (rr), 0e1 mg/dL],
aspartate aminotransferase 83 IU/mL (rr, 0e40 IU/mL),
alanine aminotransferase 44 IU/mL (rr, 0e40 IU/mL) and
hemoglobin 8.5 g/dL (rr, 12e14 g/dL). Abdominal imaging
(computed tomography and ultrasonography) revealed* Corresponding author. Department of Gastroenterology, Top-
iwala National Medical College, Bai Yamunabai Laxman Nair Hos-
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http://dx.doi.org/10.1016/j.jfma.2013.10.013chronic portal vein thrombosis with collaterals, gross
splenomegaly, dilated bilateral biliary radicals, pneumo-
bilia, and thickening of the common bile duct (Fig. 1A) sus-
picious of cholangiocarcinoma. Carbohydrate antigen 19.9
was within normal limits. Esophagogastroduodenoscopy
showed three small esophageal varices and circumferential
ulcer in the D1eD2 junctionwith diverticulum in D1 (Fig. 1D).
Barium meal follow-through revealed free communication
between duodenal cap and common bile duct (Fig. 1B).
Histopathology of the duodenal ulcer biopsy showed in-
flammatory cell infiltrate with no granuloma. Polymerase
chain reaction (PCR) of the biopsy was positive for Myco-
bacterium tuberculosis. The patient was started on antitu-
bercular treatment (ATT). She developed ATT-induced
hepatitis after 1 month. Modified ATT with ethambutol,
levofloxacin, and streptomycin was given for 1 month and
after resolution of hepatitis all first line antitubercular drugs
were introduced gradually. After 9 months of ATT, the pa-
tient improved symptomatically with 4 kg weight gain. The
follow-up esophagogastroduodenoscopy showed healed
duodenal ulcer with small duodenal diverticulum (Fig. 1E).
Abdominal tuberculosis is a rare manifestation of
extrapulmonary tuberculosis, and a prevalence of around
3% has been noted.2 Duodenal tuberculosis constitutes
around 1e2.5% of cases of abdominal tuberculosis.3 Iden-
tification of Mycobacterium tuberculosis by PCR is more
successful than by conventional methods; however, despite
its higher sensitivity it has low specificity. Imaging& Formosan Medical Association. All rights reserved.
Figure 1 (A) CT scan of abdomen showing pneumobilia and thickening of common bile duct (thin white arrow). (B) Barium meal
follow through showing free communication between duodenal cap and common bile duct (thick white arrow) and coarse duodenal
mucosa with spiky appearance. (C) MRI of abdomen showing pneumobilia. (D) OGD scopy showing duodenal ulcer with chol-
edocoduodenal fistula and (E) healed duodenal ulcer with patent fistula (long white arrow).
808 A. Mohite et al.modalities are complimentary to one another as the find-
ings are often nondiagnostic on one imaging and masquer-
ades as cholangiocarcinoma.4 Biopsies at endoscopy are
positive in only one-third of cases because lesions are
usually located in submucosa. In our case the PCR was
positive for Mycobacterium tuberculosis and the patient
showed marked symptomatic improvement on antituber-
cular drugs. Incidence of hepatitis during ATT is slightly
higher in Taiwan and other Asian countries than in western
countries.5 The interesting observation in our adolescent
female patient with choledochoduodenal fistula was the
presence of associated extrahepatic portal veinobstruction, which is unusual. This unusual association has
not been hitherto reported in literature. Whether this is
just a chance association or cause and effect is a matter of
conjecture.
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